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In today’s society the disease of aging is often surrounded by images of gloom,
hopelessness and loss. In June 1990, a 56-year old, financially secure, talented pianist,
surrounded by a loving family, made history by becoming the first person to use Dr.
Jack Kevorkian’s "death machine." Although still active and experiencing only mild
symptoms of cognitive impairment, Janet Adkins chose to commit suicide rather than
face life as a person with Alzheimer’s disease.
Alzheimer’s disease has been identified as a chronic disease which negatively
impacts individuals as they age.1 It has been characterized as a pernicious thief who
steals money, intellect, independence, and ultimately life itself.2 It presents significant
challenges to family caregivers, health care professionals and long-term care providers.
Research efforts, to date, related to biological factors and cures have overshadowed
examination of psychosocial aspects. Therefore, little is known about the psychosocial
world of individuals experiencing this disease, especially in the nursing home settings.
Social workers in nursing home settings are charged with the responsibility of
addressing the psychosocial needs of residents. If they are to be successful in carrying
out their duties they require information about the psychosocial milieu of the nursing
home resident experiencing Alzheimer’s disease. Since the scarcity of information
‘J. H. Rose, "A Life Perspective on Health Threats in Aging," Journal of
Gerontological Social Work 17 (1991): 85-97.
2P. Thomas, "Alzheimer’s Disease: Is There a Test?" Harvard Health Letter 16
(1991): 3-6.
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regarding the psychosocial dimensions of Alzheimer's patients inhibits the ability of
social workers and other health care professionals to evaluate and improve quality of
care, there is a need for research. To determine the effects of lack of information about
the psychosocial effects of Alzheimer’s patients, this study will investigate the one-on-one
interactions between nursing home staff and residents experiencing Alzheimer’s disease.
While research in this area has not been extensive, the literature identifies a
number of concerns related to institutional care for this population. Three significant
questions drawn from issues raised in the literature stimulated the research endeavor:
1. What occurs in a one-on-one relationship between nursing staff and residents
experiencing Alzheimer’s disease?
2. What approaches promote or inhibit one-on-one interaction with the resident?
3. What factors does the institution influence interactions between nursing staff
and residents?
As a result of this emergent process, findings should formulate information about
institutional factors which influence staff-resident interactions, circumstances under which
staff-residents initiate and engage in one-on-one interactions, knowledge development of
staff about Alzheimer’s patients and the process by which staff develop means of
interacting with Alzheimer’s residents. In addition, implications of the findings should
permit consideration of interrelationship of these factors for social work practice, long-
Care, education and research.
Statement of the Problem
The intent of this thesis is to emphasize the need for studying the relationship
between the level of knowledge about Alzheimer’s disease and the personal feeling of
3
nursing staff toward Alzheimer's patients. These persons must give of themselves and
their knowledge to patients who have been strangers to them, and will remain strangers
until they die. The patient they care for is in the latter stages of a disease that leaves
him/her confused, disoriented, physically debilitated (yet fearfully strong in many
instances), possibly misdiagnosed, who has no present hope of cure or survival.
Alzheimer’s disease has received a great deal of attention in the last two decades.
The ailment, first diagnosed by Alois Alzheimer in 1906, involved changes in the brain
which precipitate memory loss and physical deterioration beyond that associated with
normative aging processes.3 Alzheimer’s disease damages nerve cells in the brain which
control memory, thinking, and judgement.4 The nerve cells develop neuritic plaques and
neurofibrillary tangles, mainly in the cortical areas.5 This process reduces the surface
area of the brain and alters the individual’s ability to think and reason.
When initially identified, the disease was thought to have an onset prior to age
65. In the last two decades, researchers have been unable to differentiate early onset
versus late onset senility on the basis of pathology or clinical criteria. While the malady
does occur in some middle-aged individuals, it is common in the elderly with incidence
3L. P. Gwyther, Care ofAlzheimer’s Patients: A Manual for Nursing Home Staff
(Washington, DC: American Health Care Association and Alzheimer’s Disease and
Related Disorders Association, 1985).
4Ibid.
5T. Crook, "Dementia," in Handbook of Clinical Gerontology, ed. L. L.
Carstensen and B. A. Edelstein (New York: Pergamon Press, 1987); C. G. Gottfries,
"Senile Dementia of the Alzheimer’s Type: Clinical Genetic, Pathogenetic, and
Treatment Aspects," in Human Development and the Life Courses: Multidisciplinary
Perspective, ed. A. B. Sorensen and G. E. Weinert & L. R. Sherrod (Hillsdale, NJ:
Lawrence Erlbaum Associates, 1986), 31-43.
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and prevalence increasing with age. It is now commonly accepted that between 5-15%
of individuals over the age of 65 are afflicted with Alzheimer’s disease.6
While diagnosis is difficult and age is not a clear factor, there is ample evidence
supporting that the incidence and prevalence of Alzheimer’s increase with advancing
age.7 Experts are raising concerns about the impact on the long-term nursing care
industry because population projects suggest that by the year 2000, individuals over the
age of 65 will comprise 12% to 15% of the total population in the United States, with
as many as 1% to 6% of them affected by Alzheimer’s disease.8
With no cure immediately in sight, efforts have been targeted at developing
services to address the needs of this population. The Alzheimer’s Association has played
an important role in facilitating the development of a continuum of services, ranging
from in-home to institutional care. One popular area of concern has been the stress and
strain placed on family caregivers.9 In addressing these issues, professional and family
6J. P. Blass, Alzheimer’s Disease (St. Louis: Year Book Medical Publishers, Inc.,
1985); J. Brody and D. Cohen, "Epidemiologic Aspects of Alzheimer’s Disease: Facts
and Fragments," Journal ofAging Health 1 (May 1989): 139-149; B. W. Henderson and
C. E. Finch, "The Neurobiology of Alzheimer’s Disease," Journal ofNeurosurgery 70
(1989): 335-353; J. E. Pray and J. L. Wolk, "Nursing Home Care for Persons with
Alzheimer’s Disease or Related Disorders: State of the Art," unpublished manuscript,
Southwest Missouri State University, Springfield.
7Brody and Cohen, "Epidemiologic Aspects of Alzheimer’s Disease, 139-149."
Henderson and Finch, "The Neurobiology of Alzheimer’s Disease," 335-353; P.
G. Weiler, "The Public Health Impact of Alzheimer’s Disease," American Journal of
Public Health 11 (September 1987): 1157-1158.
9A. K. Motenko, "The Frustrations, Gratifications, and Well-Being of Dementia
Caregivers," The Gerontologist 29 (1989): 166-172; R. A. Pruchno and N. L. Resch,
"Husbands and Wives As Caregivers: Antecedents of Depression and Burden, The
Gerontologist 29 (1989): 159-165.
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caregivers have begun to look to institutional care settings as viable options for caring
for individuals with Alzheimer’s disease.10 As a result, the incidences of nursing home
placement for this population is increasing as well as the role nursing staff perceive in
their interaction skills with Alzheimer’s patients in the nursing home setting.
Higher incidence of senile dementia with advancing age, susceptibility of
institutionalized aged to various mental disorders, and the nonsupportive atmospheres of
many nursing home settings combine to raise questions about the helpfulness of nursing
home environments in addressing the psychosocial needs of residents." Specifically,
concerns are raised about the degree to which nursing home care is designed to support
residents dignity and worth, rather than simply manage symptoms and behavior. Thus,
the dynamics of institutionalization and the increasing number of residents with
dementing conditions urge attention to improving care for this population.
The condition was first described in Germany in 1906 by Alois Alzheimer. The
onset can occur in middle or later life; however, the risk of having the disease increases
proportionately with age.
The diagnosis may only by inferred during one’s lifetime. No unique pattern of
behavior abnormalities has been established, and there is no satisfactory laboratory test
other than a brain biopsy. Diagnosis of Alzheimer’s disease is by exclusion; definitive
diagnosis is only confirmed through examination of brain tissue. The autopsy shows
10R. Adolfsson, C. G. Gottfries, L. Nystrom, and B. Winblad, "Prevalence of
Dementia Disorders in Institutionalized Swedish Old People: The Work Load Imposed
by Caring for These Patients," Acta Psychiatrica Scandinavica 63 (1981): 225-244.
"G. L. Stevens and B. A. Baldwin, "Optimizing Mental Health in the Nursing
Home Setting," Journal of Psychosocial Nursing 26 (1988): 27-31.
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highly characteristic pathologic changes in the brain. There is a loss of neurons,
particularly in regions essential for memory and cognition. There are accumulations of
twisted filaments (neurofibrillary tangles) and other abnormal structures within neurons12
The etiology of Alzheimer’s disease is not known. Theorists have blamed it on
heredity, aluminum deposits, neurotransmitter deficiencies, trauma and a slow-growing
virus.13
It is generally accepted that the disease progression follows a series of cognition
declines. Seven stages of cognitive decline have been defined: (1) normal, (2) normal
age forgetfulness, (3) early confusional, (4) late confusional, (5) early dementia, (6)
middle dementia, and (7) late dementia. Each level of cognition function is characterized
by a noticeable clinical characteristic that affects the functional capacity of the person.
It is necessary to note that this theory of "stages of cognitive decline" is one of several
relating to the progression of the disease. Not all persons with dementia progress in the
same fashion.14
The most frequent cause of the dementia syndrome is Alzheimer’s disease.
Patients with Alzheimer’s disease suffer from all of the psychological symptoms
associated with the dementia syndrome in general.15




15M. S. Harper and B. Lebowitz, Mental Illness in Nursing Homes: Agenda for
Research (Rockville, MD: U. S. Department of Health and Human Services, 1986).
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The University of Bridgeport Corporate Eldercare Project suggests that families
of those with Alzheimer’s disease use health care providers for personal health reasons
more often than other persons their age. They are far more subject to anxiety,
depression, headaches and weight loss or gain.16 Emotional strain and feelings of being
burdened are the most cited negative effects of caregiving. The facts that create the most
stress are: The types of tasks that caregivers perform, the limited amount of assistance
given to them, having to deal with disruptive and inappropriate sexual behavior, and
limitations placed on their personal lives.17
Fitting, Rabins, Lucas and Eastham found female spouses have more depressive
symptoms than male spouses who were caregivers.18 Zarit, Todd and Zarit found that
women caregivers suffered more from their added burden than their male counterparts.19
George and Gwyther found spouses of those with Alzheimer’s disease reported poorer
physical health and more stress than adult children who cared for their parents.20 All of
these studies have focused on coping strategies of the family caregiver.
16M. Creedon, "The Corporate Response to the Working Caregiver," Aging 358
(1988): 16-20.
l7L. Osterkamp, "Family Caregivers: America’s Primary Long-Term Care
Resource," Aging 358 (1988): 2-6.
I8M. Fitting, P. Rabins, M. Lucas, and J. Eastham, "Caregivers for Dementia
Patients: A Comparison of Husbands and Wives," The Gerontologist 26 (1986): 248-252.
I9S. Zarit, P. Todd, and J. Zarit, "Subjective Burden of Husbands and Wives As
Caregivers: A Longitudinal Study," The Gerontologist 26 (1986): 649-655.
20L. George and L. Gwyther, "Caregiver Well Being: A Multidimensional
Examination of Family Caregivers of Demented Adults," The Gerontologist 26 (1986):
253-259.
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While previous studies have examined the interaction patterns between nursing
home staff and institutionalized elderly, few efforts have critically examined interactions
between staff and "specific group of elderly residents"21 and institutional factors which
impinge upon such interactions. Social work’s tradition of focusing on the individual’s
transactions with the environment supports this type of investigation as central to
promoting quality care for individuals with Alzheimer’s disease.22 Without such
information, social workers are ill-equipped to encourage nursing home settings to
address the psychosocial needs of these aging residents.
Significance and Purpose of the Study
The primary purpose of this study is to examine the nursing staffs perception of
institutional factors which influence staff-resident interactions, the circumstances under
which staff-resident initiate and engage in one-on-one interactions, knowledge
development of staff and the process by which staff develop means of interacting with
residents.
The intent of this thesis is to emphasize the need for studying the caregivers in
nursing homes, the ones who provide care to patients diagnosed as having Alzheimer’s
disease, specifically nursing homes with Alzheimer’s patients. These persons must give
of themselves and their knowledge to patients who have been strangers to them, and will
21D. C. Jones and G. M. M. Van Amelsvoort Jones, "Communication Patterns
Between Nursing Staff and the Ethnic Elderly in a Long-Term Care Facility," Journal
of Advanced Nursing 11 (1986): 265-272.
22G. L. Grief and A. A. Lynch, "The Eco-Systems Perspective," in Clinical
Social Work in the Eco-Systems Perspective, ed. C. H. Meyer (New York: Columbia
University Press, 1983), 35-71.
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remain strangers until they die. The patient they care for is in the latter stages of a
disease that leaves him/her confused, disoriented, physically debilitated (yet fearfully
strong in many instances), possibly mis-diagnosed, possibly under the wrong
medication(s), who has no present hope of cure or survival.23
Treatment providers in institutional settings have been a driving force in
developing treatments for residents in intermediate and skilled care facilities.
Specifically, concerns were raised about the degree to which nursing home care is
designed to support residents’ dignity and worth, rather than simply manage symptoms
and behaviors. Thus, the dynamics of institutionalization and the increasing number of
residents with dementing conditions urge attention to improving care for this growing
population.
Social workers in long-term care institutions are primarily responsible for assuring
that psychosocial needs of residents are addressed. In order to meet this responsibility,
social work personnel conduct psychosocial histories and assessments, counsel residents
to facilitate adjustment to nursing home life, represent resident treatment needs and
concerns to the staff, and recommend and guide modifications in the institutional milieu,
such as staff training, administrative policies and planning and evaluation.24
^rody and Cohen, "Epidemiologic Aspects of Alzheimer’s Disease," 139-149;
R. Fortinsky and T. J. Hathaway, "The Appropriateness of Boarding Home Care for
Persons with Alzheimer’s Disease," The American Journal of Alzheimer’s Care and
Related Disorders and Research (March/April 1988): 37-43.
24S. A. Conger and K. D. Moore, Social Work in the Long-Term Care Facility
(Washington, DC: American Health Care Association, 1981); S. O. Mercer and B.
Robinson, "Alzheimer’s Disease: Intervention in a Nursing Home Environment," in
Social Work in Health Settings: Practice in Context, ed. T. S. Kerson (Binghampton,
NY. The Haworth Press, Inc., 1989), 411-429.
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The range of social work responsibilities identifies two concerns relevant to this
study. First, caregivers, whether they be family or nursing home personnel, play a
crucial role in providing day-to-day care for individuals with Alzheimer’s. Secondly,
there is the need for information about the way the institution supports or hinders efforts.
Summary
This study was conducted to investigate lack of psychosocial knowledge of
Alzheimer’s patients and the effect it has on the interactions between nursing home staff
and their patients. Understanding the impact of various styles of daily interactions,
which naturally and regularly occur in an institutional environment between nursing staff
and residents with Alzheimer’s offers hope for developing and implementing supportive
and effective treatment process. Such information is critical if social workers are to
address the needs of individual residents within the nursing home environment. This
study makes a valuable contribution by extending theoretical understanding of the person-
environment construct and its implications for effective interactions to nursing home care
for residents experiencing Alzheimer’s.
Findings from this study suggest ways to improve the quality of care for
individuals with Alzheimer’s in institutional settings. Beyond direct client benefit,
findings generated from this study have implications for the social work role as well as
staff development and training in nursing homes. Furthermore, data may also aid the
development of approaches that facilitate interactions between both professional and
nonprofessional caregivers and the Alzheimer patient.
CHAPTER II
REVIEW OF THE LITERATURE
This chapter examines two major issues. First, the person-environmental
perspective as it applies to the nursing staff and residents in the nursing home setting in
general and care for the Alzheimer’s patient in particular. Second, the social work role
in implementing the person-environment perspective in the nursing home setting is
considered. This chapter also proceeds to a discussion of various therapeutic tools used
to support the quality of life of individuals in the nursing home setting. This framework
provides the basis for developing a methodology to assess the potential for nursing staff
care of the Alzheimer’s patients in the nursing home setting.
The Person-Environmental Perspective
Germain suggests releasing adaptive capacities of individuals and focusing on
positive transaction between the person and environment present an alarming challenge.1
Noted behavioral and social science professionals have long stated the importance of the
interactive components of individuals and their surroundings, yet there continues to be
a concern for the mysteries of such transactions that plague helping professionals.
A review of the literature significantly states several key components to positive
person-environment interaction. It is generally agreed that people at all stages of the life
cycle demonstrate enormous adaptive abilities as they strive to control their environment.2
1C. B. Germain, "The Ecological Approach to People-Environment Transactions, "
Social Casework 62 (1981): 323-331.
2R. Moos and S. Lemke, "Supportive Residential Settings for Older People," in
Elderly People and the Environment, ed. I. Altman, M. Lawton, and J. Wohlwill (New
York: Plenum Press, 1984), 159-190; E. Rathbone-McCuan, "Aged Adult Protective
11
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Adaptation, viewed as "a transactional process in which people shape their physical and
social environment and, in turn, are shaped by them" is an innate capacity.3 However,
mastery and competence are fundamental in assuring the individual’s desire to actively
affect and be affected by the surroundings.4 If supported by the environment, the
individual experiences positive adaptation. Therefore, when environmental conditions
obstruct human potential, adaptation may result in withdrawal from or conflict with the
environment.
Many dimensions of the environment come into play in encouraging or inhibiting
the individual’s effective adaptation.5 Certain characteristics of the individual and
physical attributes may either constrain or foster activity and interaction. Situational
factors, cultural beliefs and norms, knowledge, and technology, to name a few, construct
a complex interplay in the person’s environment dynamic.6 The transaction between the
person and environment as a pivotal catalyst for effective adaptation stimulates
consideration of the impact of physical as well as interactional components in calibrating
a constructive balance between individual capacity and environmental demands.
Services Clients: People of Unrecognized Potential," in The Strengths Perspective in
Social Work Practice, ed. D. Saleebey (White Plains, NY: Longman, 1992), 98-110; C.
B. Germain, Human Behavior in the Social Environment: An Ecological View (New
York: Columbia University Press, 1991.
3Germain, Human Behavior in the Social Environment.
4Germain, Human Behavior in the Social Environment-, Moos and Lemke,
"Supportive Residential Settings for Older People."
5T. Gladwin, "Social Competence and Clinical Practice," Psychiatry 30 (1967):
30-43.
6Germain, Human Behavior in the Social Environment-, A. Weick, "Reframing the
Person-in-Environment Perspective," Social Work 26 (1981): 140-143.
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In investigating the nursing home as one context for person-environment
transactions, it is readily apparent that much has been done to construct physical
arrangements conducive to positive adaptation. There is no question about the value of
these environmental dimensions (support by reform movements and regulations related
to construction and design; physical layouts and decor of nursing homes) in improving
quality of life and adaptation. However, long-term care professionals have been
somewhat less diligent in searching out and assuring interaction processes which are as
clearly focused on promoting positive adaptation to and engagement with the resident’s
social environment than on establishing building codes. Moreover, limited concern has
focused on investigating the nuances of interactions which the resident has with other
persons in the environment as opposed to assuring quality care on more tangible health
care dimensions.7 Along this line, Wills emphasized the importance of examining
obvious and subtle demands that treatment environments may have on helper-client
relationships. Because the organizational context of an institutional environment is
influential in establishing effective relationships between staff and residents, it is germane
to examine potential influences.8
There is a definite stereotype regarding ageism in all ranks of the nursing
profession, and suggestions of emotional problems of the nursing staff being carried into
7L. W. Chambers and H. M. Blum, "Measurement of Actions of Care-Providers
in Long-Term Care,” Journal of Clinical Epidemiology 41 (1988): 493-802; J. H. Rose,
"A Life Course Perspective on Health Threats in Aging," Journal of Gerontological
Social Work 17 (1991): 85-97.
8T. Ashby Wills, "Directions for Research on Helping Relationships," in Basic
Processes in Helping Relationships, ed. T. A. Wills (New York: Academic Press, 1982),
479-496.
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the workplace.9 These factors need to be given great consideration and further research
to uncover any potential problems in the provision of care to the patient with dementia
of the Alzheimer’s type in the nursing home setting.
Ageism is expressed in all strata of nursing as evidence in the studies by Bagshaw
and Adams, Brower, and Greenhill.10 It has been suggested that families of those with
Alzheimer’s disease use health care providers for personal health reasons more often than
other persons their age. They are far more subject to anxiety, depression, headaches and
weight loss or gain.11 Emotional strain and feelings of being burdened are the most cited
negative effects of care-giving. The factors that create the most stress are: the type of
tasks that caregivers perform, the limited amount of assistance given to them, having to
deal with disruptive and inappropriate sexual behavior, and limitations placed on their
personal lives.12
9E. D. Greenhill, "An Evaluation of Nursing Students’ Attitudes and Interest in
Working with Older People," Gerontology and Geriatrics Education 4 (1983): 83-88.
10M. Bagshaw and M. Adams, "Nursing Home Nurses’ Attitudes, Empathy, and
Ideologic Orientation," International Journal of Aging and Human Development 22
(1986): 235-246; T. H. Brower, "Do Nurses Stereotype the Aged?", Journal of
Gerontological Nursing 11 (1985): 17-28; Greenhill, "An Evaluation of Nursing
Students’ Attitudes and Interest in Working with Older Adults."
nM. Creedon, "The Corporate Response to the Working Caregiver," Aging 358
(1988): 16-20.
12L. Osterkamp, "Family Caregivers: America’s Primary Long-Term Care
Resource," Aging 358 (1988): 2-6.
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Fitting, Rabins, Lucas and Eastham found female spouses have more depressive
symptoms than male spouses who were caregivers.13 Zarit, Todd, and Zarit found that
women caregivers suffered more from their added burdens than their male counterparts.14
The Nursing Home Environment
There is no question that the nursing home environment has a significant effect
on any individual who enters, and especially for persons who are expected to make the
institutional environment their home. In addition to the array of losses typically
associated with aging, institutionalization of the elderly presents "further declines in their
ability to manipulate and control the environment."15 Given the number of ways that
nursing home placement may threaten residents’ feelings of efficacy, competence, and
control, it is essential that nursing home personnel actively seek ways to foster effectance
and control experiences. Therefore, the social environmental issues become, in
institutional settings, as critical as the physical dimensions for promoting positive
adaptation. This mandates careful consideration of the means in which the total
institution as well as social interactions, especially between the nursing staff and
residents, affect the adaptative process.
13M. Fitting, P. Rabins, M. Lucas, and J. Eastham, "Caregivers for Dementia
Patients: A Comparison of Husbands and Wives," The Gerontologist 26 (1986): 248-252.
14S. Zarit, P. Todd, and J. Zarit, "Subjective Burden of Husbands and Wives As
Caregivers: A Longitudinal Study," The Gerontologist 26 (1986): 649-655.
15R. Schulz, "Effects of Control and Predictability on the Physical and
Psychological Well-Being of the Institutionalized Aged," Journal of Personality and
Social Psychology 33 (1976): 563-573.
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There is significant evidence that social and cultural factors contribute to negative
stereotyping of the aged.16 Regularly viewed as "more passive, sickly, dependent, and
helpless than younger populations," elderly individuals are expected to demonstrate
decreasing competence within the social environment.17 This general stigmatization of
the elderly is reinforced for nursing home personnel who regularly see residents when
they are most in need of assistance with daily living activities. As a result, staff may be
seen to expect less competent behavior than the resident may in fact be capable of
demonstrating. For the individual with Alzheimer’s the dementing condition introduces
additional complications. Not only is the nursing home resident expected to exhibit
dependent behavior, the confusing and disoriented resident is assumed to be aware of
much that occurs in the surroundings. Most disturbing is evidence that suggests a self-
fulfilling prophecy, as residents appear to integrate the expected ways of being in their
daily repertoire of activities.18
Helping relationships, particularly as they relate to staff in nursing homes, provide
further evidence for concern. Based on observations within a nursing home, Bakes
16C. Collette-Pratt, "Attitudinal Predictors of Devaluation of Old Age in a
Multigenerational Sample," Journal of Gerontology 31 (1976): 193-197; J. Rodin and C.
Timko, "Sense of Control, Aging, and Health," in Aging, Health and Behavior, ed. M.
G. Ory, R. P. Abeles, and P. D. Lipman (Newbury Park, CA: Sage Publications, Inc.,
1992), 174-206; C. Timko and J. Rodin, "Staff-Patient Relationships in Nursing Homes:
Sources of Conflict and Rehabilitation Potential," Rehabilitation Psychology 30 (1985):
93-108.
17Timko and Rodin, "Staff-Patient Relationship in Nursing Homes."
18M. Snyder, "On the Self-Perpetuating Nature of Social Stereotypes," in
Cognitive Processes in Stereotyping and Intergroup Behavior, ed. D. L. Hamilton
(Hillsdale, NJ: Erlbaum, 1981), 183-212.
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discovered that dependent behaviors (i.e., inability to dress self) resulted in proffered
assistance.19 In contrast, independent actions (i.e., competence in dressing) prompted no
attention or encouragement. Such patterns in interaction between nursing home residents
and staff suggest that behaviors which promote self-efficacy and competence are regularly
overlooked, whereas behaviors which augment deficits are often reinforced.20 Bakes
argues, if the resident desires to control and stimulate an interaction with staff, exhibition
of dependent behaviors may become intentional since those are behaviors which assure
responsiveness.21 In view of Goffman, the resident enters the nursing home with a
presenting culture which will be subordinate to needs and demands of the institution’s
culture.22 For the residents with Alzheimer’s, the aging and disease processes may
further assault self-concept.
Timko and Rodin advocate that "in order to affect residents positively, nursing
home staff-patient relationships should be made appropriate to each individual as opposed
to stereotypes of elderly people in general."23 Accepting this challenge requires not only
individualized treatment goals but careful consideration of the communications used in
19M. M. Baltes, "Environmental Factors in Dependency Among Nursing Home
Residents: A Social Ecology Analysis," in Basic Processes in Helping Relationships, ed.
T. A. Wills (New York: Academic Press, Inc., 1982), 405-425.
20E. D. Huttman, Social Services for the Elderly (New York: The Free Press,
1985).
21Baltes, "Environmental Factors in Dependency Among Nursing Home
Residents."
22E. Goffman, "Characteristics of Total Institutions," in Identity and Anxiety:
Survival of the Person in Mass Society, ed. M. R. Stein, A. J. Vidich, and D. M. White
(Glencoe, IL: The Free Press, 1960), 449-479.
23Timko and Rodin, "Staff-Patient Relationship in Nursing Homes. "
18
processes which encourage the resident’s sense of efficacy and positive engagement
appears warranted.24
Alzheimer’s disease is the most common cause of severe, progressive memory
loss and cognitive capacity. It is difficult for medical professionals to categorize
individuals with Alzheimer’s by stages due to individual variations. However, there is
widespread acceptance that symptoms progress in a pattern that is recognizable and
ordinal in progression. As Reisberg, Ferris, and Franssen suggest, individuals with
Alzheimer’s typically:
Develop difficulties in balancing their checkbook and related financial tasks after
they have begun to miss important appointments . . . lose their ability to put on
their clothing properly after they have lost the ability to select clothing suitable
for the requirements of the seasons, the occasion, or the particular day . . . lose
the ability to bathe themselves properly after they have lost the ability to select
proper clothing.25
Miller found that entry-level nurses are usually people-oriented and as training
proceeds, many become predominantly task-oriented. Task-orientation, depersonalization,
and the categorization lend themselves to each other, and it is not unlikely that the
attitudes and perceptions toward patients would become consistent with this behavior.26
24Baltes, "Environmental Factors in Dependency Among Nursing Home
Residents."
25B. Reisberg, S. Ferris, and E. Franssen, "An Ordinal Functional Assessment
Tool for Alzheimer’s-Type Dementia," Hospital and Community Psychiatry 36 (June
1985): 593-594.
26A. Miller, "The Role of the Nurse: Nurses’ Attitudes Towards Their Patients,"
Nursing Times 75 (1979): 25-32.
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The National Citizens' Coalition for Nursing Home Reform (NCCNHR)
concluded from a national study that what nursing home residents value most is good
staff. What constitutes good staff? According to NCCNHR:
Good training skills and knowledge are not what residents prize the most in staff;
they place staff credentials way down, ninth on their wish list. Residents do not
even ask for adequate staffing; they place it third on their list. Rather what the
frail residents of nursing homes treasure most if staff attitude; they appreciate
staff who are willing to be helpful, to be kind, nice and good to you.27
Repeatedly, residents say how much they value the human qualities of their helpers.
They cherish it when the staff is "polite," "courteous," "respectful," "friendly,”
"cheerful," and "pleasant." They appreciate being treated with dignity; when staff
members are patient, concerned and sympathetic; when they listen and take their
complaints seriously.28
Patients with dementia syndrome often respond to an empathetic approach even
though their cognitive capacity is limited. Thus, an important part of the management
of patients with dementia syndrome is the identification of individuals on the staff who
are able to develop empathetic relationships with particular patients despite the patients’
limited capacity to understand and express feelings.29
National Citizens’ Coalition for Nursing Home Reform, A Consumer Perspective
on Quality Care: The Residents’ Point of View (Washington, DC: NCCNHR, 1985).
28V. Tellis-Nayak and M. Tellis-Nayak, "Quality of Care and the Burden of Two
Cultures: When the World of the Nurse’s Aide Enters die World of the Nursing Home,"
The Gerontologist 29 (1989): 307-313.
29M. S. Harper and B. Lebowitz, Mental Illness in Nursing Homes: Agenda for
Research (Rockville, MD: U. S. Department of Health and Human Services, 1986).
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Patients with Alzheimer's disease may in their confusion strike out at the nursing
staff, hurl racial epitaphs, deliberately soil themselves and their surroundings, be
uncooperative, display inappropriate sexual behavior and be unrealistically demanding
on the nursing staff. The patient’s family members may express their frustration and
helpfulness melded with guilt in a hostile fashion to the nursing staff. The nursing staff
is expected to deal with this and to perform their job with little to no training in patients
with Alzheimer’s and most probably no training in stress management or coping skills.
Campbell found that nursing assistants who had worked the most with aged
patients, along with licensed practical nurses were the most willing to take such jobs.
In his study, Campbell found that registered nurses preferred not to work with aged
patients, and actually spent the least time in providing care to them.30 Meyer, Hassanein
and Bahr found that young educated white nurses worked the least with aged patients.
This study established that nursing assistants were the primary caregivers in nursing
homes, and that nursing assistants provide most of the hands-on care given to the aged
patients.31
Chandler, Rachal and Kazelskis and found that stereotypical attitudes toward the
aged remained unclear or neutral, based on education.32 Dye and Meyer et al. found in
group discussions with nurses, including those who had few or no gerontological
30M. Campbell, "Study of the Attitudes of Nursing Personnel Toward the
Geriatric Patient," Nursing Research 20 (1971): 147-151.
3IM. Meyer, R. Hassanein, and R. Bahr, "A Comparison of Attitudes Toward the
Aged Held by Professional Nurses," Image 12 (1980): 62-66.
32J. Chandler, J. Rachal, and R. Kazelskis, "Attitudes of Long-Term Care
Nursing Personnel Toward the Elderly," The Gerontologist 26 (1986): 551-555.
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workshops that little or no positive or negative attitudes were shown that were different
from those of other nurses.33 Greenhill also concluded that education received by the
nursing students did not promote an interest in working with the aged.
Numerous studies have focused on the lack of positive attitudes taught to nursing
care providers, among them: Bagshaw and Adams; Brower; Chandler et al.; Meyer et
al.; Scott and Phillips; and Smith, Jepson and Perloff.34 Nursing assistants have been
found to present the least positive attitude toward the aged in the studies of Chandler et
al.; Kosberg and Gorman; Smith, Jepson and Perloff; and Bagshaw and Adams.35
Nursing assistants provide the base for the care and socialization of the aged patient, yet
they exhibit the most negative of attitudes in the nursing profession toward the aged, and
the most willingness to work with this type of patient.
33C. Dye, "Attitude Change Among Health Professionals: Implications for
Gerontological Nursing," Journal of Gerontological Nursing 5 (1979): 31-35; Meyer,
Hassanein, and Bahr, "A Comparison of Attitudes Toward the Aged Held by Professional
Nurses."
34Bagshaw and Adams, "Nursing Home Nurses’ Attitudes, Empathy, and
Ideologic Orientation,"; Brower, "Do Nurses Stereotype the Aged?"; Chandler, Rachal,
and Kazelskis, "Attitudes of Long-Term Care Nursing Personnel Toward the Elderly,";
Meyer, Hassanein, and Bahr, "A Comparison of Attitudes Toward the Aged Held by
Professional Nurses,"; D. J. Scott and A. E. Philip, "Attitudes of Psychiatric Nurses to
Treatment and Patients," The British Psychological Society 58 (1985): 169-173; S. Smith,
V. Jepson, and E. Perloff, "Attitudes of Nursing Care Providers Toward Elderly
Patients," Nursing and Health Care 3 (1982): 93-98.
35Chandler, Rachal, and Kazelskis, "Attitudes of Long-Term Care Nursing
Personnel Toward the Elderly,"; J. Kosberg and J. Gorman, "Perceptions Toward the
Rehabilitation Potential of Institutional Aged," The Gerontologist 9 (1975): 398-403;
Smith, Jepson, and Perloff, "Attitudes of Nursing Care Providers Toward Elderly
Patients,"; Bagshaw and Adams, "Nursing Home Nurses’ Attitudes, Empathy, and
Ideologic Orientation."
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Brower found that the more time spent working with the aged, the more negative
toward them the nursing staff attitude became.36 Meyer, Hassanein and Bahr found that
the nursing staff that did not work with the aged held the most positive attitudes toward
aged.37
Fielding and Brower found in their studies that a significant difference in hospital
and nursing home perception by the nursing staff existed. The hospital nurses had more
positive perceptions than did the nursing home staff.38 Penner, Ludenia and Mead found
that nursing staff in the nursing home environment had negative stereotypes about and
perception toward the aged.39 Bagshaw and Adams found that among varied nursing
homes a significant difference in empathy, attitudes, and perceptions toward the aged and
ideological orientation existed.40
The literature strongly suggested that all levels in the nursing home-the primary
setting for the aged patient and in-patient with senile dementia of the Alzheimer’s type-
has the least positive attitude or perception of all staff, yet is required to provide the most
36Brower, "Do Nurses Stereotype the Aged?".
37Meyer, Hassanein, and Bahr, "A Comparison of Attitudes Toward the Aged
Held by Professional Nurses."
38P. Fielding, "An Exploratory Investigation of Self-Concept in the
Institutionalized Elderly and a Comparison with Nurse Conceptions and Attitudes,"
International Journal of Nursing Studies 16 (1979): 345-354; T. H. Brower, "Social
Organizations and Nurses’ Attitudes Toward Older Persons," Journal of Gerontological
Nursing 5 (1981): 293-298.
39L. Penner, K. Ludenia, and G. Mead, "Staff Attitudes: Image or Reality,"
Journal of Gerontological Nursing 10 (1984): 110-117.
bagshaw and Adams, "Nursing Home Nurses’ Attitudes, Empathy, and
Ideologic Orientation."
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in-patient care for the Alzheimer patient. It has also found that nursing assistants
contribute most of this care for the Alzheimer patient. Bagshaw and Adams have shown
a variation of attitudes between nursing staff of different nursing homes.41 This suggests
that the formal or informal leadership of the nursing staff has much to do with the
significant differences expressed.
In contrast to personal perceptions, Downie, Loudfoot and Telfer described the
impersonal attitudes of an engineer who manipulates a given object for a purpose and
sees nothing personal in the reactions of the object.42 This is the behavior of a person
with a purely technical problem with which to work. When these impersonal perceptions
are applied to people, they too are seen as objects. When persons are diagnosed as being
ill, we often do not hold them responsible for their behavior.43
Perceptions, attitudes, values and beliefs are overlapping psychological constructs
that cannot be directly observed, but may be inferred through the individual’s behavior.
Beliefs are assumptions about the state of things. Fishbein and Ajzen defined beliefs as
the probability dimension of a concept; a belief is an assumption that something exists
and that it has certain characteristics.44 Values are judgements about worth. "A value
41Ibid.
42R. Downie, E. Loudfoot, and E. Telfer, Education and Personal Relationships
(London: Methuen, 1974).
43R. Miller and R. Dodder, "A Revision of Palmore’s Facts on Aging Quiz," The
Gerontologist 20 (1980): 673-679.
44M. Fishbein and I. Ajzen, Belief, Attitude, Intention and Behavior: An
Introduction to Theory and Research (Reading, MA: Addison-Wesley, 1975).
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is a belief upon which man acts by preference."45 Values may be cognitive, affective and
sometimes conative in that they predispose one to think, feel and be included to behave
in a particular manner. Attitudes are a predisposition to experience, to be motivated by
and to act toward a class of objects in a particular manner.46 Perceptions are a
predisposition to experiences, to be observable through signals that are perceived by
relating to sensory stimulus as opposed to abstract concepts. It is a keen mental image
of the awareness of elements in the environment through physical sensations.47
Downie, Loudfoot and Telfer suggest three possible types of perceptional attitudes
toward people:
1. Individuals may be seen in terms of those features that make them human.
These perceptional attitudes are grounded in the belief that people possess
certain features because they are human.
2. People may be seen as belonging to certain classes, e.g., they may be patients
and they will be treated as such.
3. People may be seen as distinctive individuals and will be so regarded.48
It is usual to see persons more in terms of one type than another, but all three types may
manifest themselves simultaneously.49
45G. W. Allport, "Functional Autonomy of Motives," in Persons in Psychology
{Boston: Beacon Press, 1968), 203.
46Smith, Jepson, and Perloff, "Attitudes of Nursing Care Providers Toward
Elderly Patients."
47J. Wilson and L. Orr, Educational Issues (New York: Methuen, 1990).
48Downie, Loudfoot, and Telfer, Education and Personal Relationships.
49Miller, "The Role of the Nurse.
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Downie et al. stated that there is a type of attitude that is morally required, and
that humans ought to regard other human beings in this fashion. This type of attitude is
called personal.50 Attitudes are commonly recognized to be only one contributor to
behavior; the usually moderate positive strength of the practitioner’s attitude appears to
permit significant modification of overt behavior by stable or temporary personal and by
contextual influence. Interaction, such as creating a pleasant unit atmosphere or
caseload, making time available, the quality of the relationship among co-workers, how
much information is shared with them about patients, and the nursing staffs personal
problems are far better or worse, potential mediating factors in the staff/patient
relationship.51 The elderly person with Alzheimer’s who might swear at the nursing staff
feeding them may either be seen as someone who controls what they say, or on the other
hand, that they are not rational and may be seen as losing some of their "personess" as
a result of this association. This impersonal perception by the nursing staff may be seen
in terms of the patient’s membership in an assigned category.
The literature review reveals a negative attitude toward the aged by all levels of
caregivers in the nursing home by all nursing staff assigned to care for the Alzheimer’s
patient in the nursing home setting.
50R. Downie, E. Loudfoot and E.Telfer, Education and Personal Relationships
(London: Methuen, 1974).
51T. Hickey, W. Rakowski, D. Hultsch, and B. Fatula, "Attitudes Toward Aging
As a Function of Inservice Training and Practitioner Age," Journal of Gerontology 31
(1976): 681-686.
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Social Work in the Nursing Home Setting
Assessing and responding to psychosocial needs of nursing home residents is the
responsibility of social workers in these institutional settings.52 Social workers are
expected, among other things, to critically evaluate the degree to which the environment
supports the individual’s adaptive capacities and to identify strategies for promoting the
resident’s competence. This requires the social worker to conduct assessments of the
individual as well as assessment of the socio-environmental responsiveness of the
institution. Assessment of the resident provides crucial information for treatment
planning, especially related to the individual’s prior life experiences, coping strategies
and support systems. Also, for the resident experiencing Alzheimer’s, the social worker
gathers data about the individual’s disease manifestations (i.e., behavior problems and
communication skills) and competencies which promote quality care planning.
Assessment of the institution’s impact on the individual resident requires the social
worker to examine environmental design as well as staff-resident interactions. In order
to effectively assess the social-environment factors at the nursing home which impinge
upon the resident, social workers may benefit from a critical evaluation of the
assumptions and influences of popular interventive models, upon which staff may rely
to instruct their interactions.
Dr. James Folsom, in the 1960s, urged professionals to adopt the reality
orientation treatment strategy in working with dementia patients in institutional settings.
52S. A. Conger and K. D. Moore, Social Work in the Long-Term Care Facility
(Washington, DC: American Health Care Association, 1981).
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In 1968, he presented a paper to the American Psychiatric Association. He reported
results of a series of studies conducted at Veteran’s Administration hospitals. While the
studies varied in focus and scope, all aimed at improving the interaction between
residents and their environment by instituting structured activities, promoting competence
in functional activities (i.e., mobility and dressing) and decreasing confusion, especially
as it related to time, person and place.53
Nursing staffs using reality orientation were given specific instructions to direct
their interactions:
1. Maintain a calm environment.
2. Follow a set routine.
3. Provide clear responses to patients’ questions and ask the same types of
questions of the patient.
4. Talk clearly to patient, not necessarily loud.
5. Direct patients around by clear directions, and if need be, guide them to and
from their destinations.
6. Remind them of the date, time, etc.
7. Don’t let them stay confused by allowing them to ramble in their speech,
actions, etc.
8. Be firm as necessary.
9. Be sincere.54
In the reality orientation programming, Folsom indicates that orientation to reality is
taken at its most basic meaning.55 Therefore, interventions focused on objective reality
components of time, place and person as staff worked to decrease disorientation.
Comprehension reality orientation programming generally couples a 24-hour approach
53J. C. Folsom, "Reality Orientation for the Elderly Mental Patient," Journal of




with formal classroom group work. Staff-resident interactions focus on obtaining correct
responses to routine questions about the resident’s life. Correct responses signify "at
least temporary contact with reality."56
The reality orientation approach assumes that the individual’s awareness of
objective reality is fundamental to functional competence. Thereby, awareness of
objective facts evidences health and lack of awareness suggests illness. Secondly, it
suggests that realization of this basic factual information is central to the individual’s self-
confidence, self-assurance and sense of efficacy. Therefore, staff are instructed not to
permit residents to "ramble in their speech and actions"; thus, the power to define
acceptable orientation and to alter the individual’s disorientation is believed to rest with
the staff. This promotes a view that an objective reality exists and is superordinate to
the patient’s objective experience.
It must be noted that Folsom did not specifically prescribe this treatment for
Alzheimer’s residents. He and his colleagues suggest that these techniques were most
effective in working with patients experiencing disorientation secondary to
institutionalization and/or psychosis.57 However, Stephens viewed reality orientation as
an appropriate treatment approach "for elderly patients with a moderate to severe degree
of confusion, disorientation, and memory loss."58 Furthermore, some degree of reality
56D. R. Buckholdt and J. F. Gubrium, "Therapeutic Pretense in Reality
Orientation," International Journal of Aging and Human Development 16 (1983); 167-
181.
57Folsom, "Reality Orientation for the Elderly Mental Patient."
58L. P. Stephens, Reality Orientation; A Technique to Rehabilitate Elderly and
Brain-Damaged Patients with a Moderate to Severe Degree of Disorientation
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orientation programming does exist in nursing homes and is regularly used with
Alzheimer's residents.59
Naomi Feil developed validation therapy as a result of frustrations experienced
with the popular reality orientation techniques which provoked negative responses (i.e.,
agitation and withdrawal) from the disoriented old-old with whom she worked. This
method holds similar goals for clients: (1) restoration of self-worth; (2) reduction of
stress; and (3) improvement in interactions with the environment.60 However, there are
differences seen in relationship to reality orientation in the treatment assumptions and
processes.
Theoretical Framework
Recently, Helen Kivnick, a co-author of the Erikson research, expanded on the
original stages in attempt to create a tool for assessing the psychosocial strengths of long¬
term care residents. Kivnick said that the eight psychosocial themes represented a kind
of scaffolding around which people construct their lives, from beginning to end. As
people achieve a balance of personal strength and weakness within the individual stages,
they grow and develop in their ability to achieve life successfully. Although the stages
are associated with phases of development throughout the life-cycle, every theme is
enacted daily through feelings, activities, dreams, relationships and for the person with
(Washington, DC: APA Hospital and Community Psychiatry Service, 1969).
59J. E. Pray, and J. L. Wolk, "Nursing Home Care for Persons with Alzheimer’s
Disease or Related Disorders: State of the Art," unpublished manuscript (Springfield:
Southwest Missouri State University, 1991).
60Naomi Feil, Validation: The Feil Method (Cleveland: Edward Feil Productions,
1989).
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Alzheimer's disease and related dementia disorders, perhaps also through memories.
Thus, the process of balancing represents the struggle to live meaningfully, within the
context of one’s particular set of life circumstances, as well as with the resources and
supports that are necessary to live. Kivnick notes that part of the process involves
developing internal strengths and capacities; part involves identifying and utilizing
external resources; and part involves compensating for weaknesses and deficits.61
The Erikson and Kivnick phases of psychosocial "evolvement" are shown below:
Erikson, Erikson & Kivnick Kivnick
1. Basic Trust/Basic Mistrust







1. Hope and Faith
2. Willfulness, Independence & Control
3. Purposefulness, Pleasure & Imagination
4. Competence & Hard Work
5. Values & Sense of Self
6. Love & Friendship
7. Care & Productivity
8. Wisdom & Perspective
The Erikson and Kivnick models represent growth as a lifelong process with
special challenges at various stages of age. For example, issues of generativity/self¬
absorption are likely to confront those over the age of 50, and integrity/despair may be
more of an issue for people over the age of 70. People with cognitive impairment are
likely to need special help in working through the challenges presented at different ages
and at different phases of their evolution as human beings. That is, if a person has no
mental capacity to think about tomorrow (part of the concept of generativity), they can
61H. Q. Kivnick, Living with Care, Caring for Life: The Inventory ofLife Strength
(University of Minnesota, Long Term Care DECISIONS Resource Center, 1991).
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become stuck in self-absorption unless they are given the support needed to help them
grow and change.
There are a number of therapeutic aids that have shown to be useful in helping
to support the "evolving person" approach to care. Many of these innovative strategies
fall within the realm of expressive therapy. This area of activity contains a wide
assortment of techniques to promote creativity, self-expression and communication so as
to help satisfy the individual’s psychosocial needs, assist the person through his or her
road to success and encourage self-integration. Expressive therapy uses verbal and
nonverbal interventions such as art, music and movement, modalities which are especially
useful for those who have difficulty verbalizing or expressing feelings, or those who are
unable to speak.62
People with disabilities, such as Alzheimer’s disease, gain self-confidence through
creative achievement no matter how primitive it may be, and often times derive a great
deal of independence and satisfaction. Expressive activities serve as an emotional release
and promote independence, and enhance group dynamics and social interaction.63
Lowenfeld saw mental and emotional, as well as physical disabilities being connected
with a greater or lesser detachment from the environment, depending on the degree and
kind of impairment and the individual’s ability to adjust to it. The problem is finding
ways of overcoming a detachment from the environment imposed by the impairment,
“J. C. Weiss, Expressive Therapy with Elders and the Disabled (New York: The
Haworth Press, 1984).
63V. Lowenfeld, "Therapeutic Aspects of Art Education," The American Journal
ofArt Therapy 25 (May 1987): 112-146.
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even if a person is completely emotionally blocked and entirely cut off from the
environment. A frequent reason given for not challenging people with Alzheimer’s
disease to engage in expressive activities is that they need the security and confidence¬
building assumed to result from 10-stress, initiative activities. Lowenfeld found that such
activities may increase not only the dependency of people with disabilities, but also their
lack of self-confidence in doing things themselves. Thus, disability can be added on
disability by not encouraging people with dementia to use their own initiative even if
there is apparently none.64
Applying developmental theories to the care of people with Alzheimer’s may
mean changing how we evaluate both the goals and process of providing dementia care.
Clair and Bernstein promoted the value of music sessions at a nursing home by saying
that regardless of their deterioration, the subjects were able to successfully function in
a group context. To prove the successfulness of the music activity the authors noted that
the participants sat in chairs without physical restraints for the duration of the 30-minute
sessions.65 Mehnert’s and Krauss’ study of a day treatment center program in New
York City also advocated the maintenance of adaptive functioning as a program goal for
helping people with Alzheimer’s remain in their communities for as long as possible.66
“Ibid.
65A. A. Clair and B. Bernstein, "A Preliminary Study of Music Therapy
Programming for Severely Regressed Persons with Alzheimer’s-type Dementia," Journal
ofApplied Gerontology 9 (1990): 299-311.
66T. Mehnert and H. H. Krauss, "Cost Benefits of a Medically Supervised Day
Treatment Program for Patients with Alzheimer’s Disease and Other Forms of
Dementia," The American Journal of Alzheimer’s Care and Related Disorders and
Research (March/April 1989): 4-6.
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Weaverdyck found a similar emphasis on functional outcomes in programs’ evaluation
of Alzheimer’s patients.67 If we are to effectively address the needs of people with
Alzheimer’s, we will need to develop new service goals and appropriate instruments to
assess the impact of programs on the well-being of the people served.
The concept of an "evolving" person was initiated to serve as an ideal against
which to measure how specific services are provided. An "evolving person" orientation
is seen as supporting the notion of "hope care." This basic idea is that a person with
dementia as Alzheimer’s is changing from one way of operating in the world to another.
When mental capacities diminish, it may be possible to use other sensory and physical
capacities to help people adjust to the change as they continue or "evolve" in their ability
to meet life challenges.
Kahn suggested that dementia is a "bio-psychosocial" phenomenon. He said that
while the biological is not subject to modification, the psychological and social aspects
are more amenable to interventions.68 An "evolving person" orientation reflects the view
that although people with progression, irreversible dementias suffer from a disease, they
nevertheless continue to be people, i.e., they have life challenges, desires, and the need
to affirm their humanness.
Oliver Sacks said that ", . .a disease is never a mere loss. . . there is always a
reaction on the part of the affected organism or individual, to restore, to replace, to
67S. E. Weaverdyck, "Intervention-Based Neuropsychological Assessment," in
Dementia Care: Patient, Family, and Community, ed. N. L. Mace (Baltimore: The Johns
Hopkins University Press, 1990), 32-73.
68R. L. Kahn, "The Mental Health System and the Future Aged," The
Gerontologist 15 (1975): 24-31.
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compensate for and to preserve its identity, however strange the means may be. . . . "°9
The disorder(s) to be treated from the "evolving person" perspective could include
anything that obstructs an individual’s ability to self integrate rather than disintegrate.
Programs that incorporate this approach are likely to accent creative activities, be tailored
to the needs of individuals and to help the person with dementia like Alzheimer’s
preserve self within the context of the severe mental impairment caused by their disease.
Hypothesis
The null hypothesis of this study is as follows:
There will be no statistically significant relationship between nursing staff
personal feelings about Alzheimer’s patients and their level of knowledge about the
disease.
Definition of Terms
Dementia: A syndrome, or grouping of symptoms, that connotes a progressive loss
of memory, intellectual activity, and the ability to care for one’s self.70 However, a
diagnosis of demential does not of itself indicate how much loss of intellectual ability or
memory impairment has already occurred.71
Mild Dementia: At this stage people show evidence of moderate memory loss,
especially of recent events. These memory deficits interfere with everyday activities.
Someone with mild dementia may also have difficulty with time relationship. Although
the person is usually oriented for place and persons, he/she may experience geographic
disorientation. There may also be moderate difficulty in handling complex problems,
although social judgement is generally maintained.
Moderate Dementia: At the moderate stage, there is severe memory loss. Only
highly learned material is retained and newly acquired material is rapidly lost. The
6901iver Sacks, The Man Who Mistook His Wife for a Hat (New York: Harper-
Collins Publishers, 1970).
70Thomas, "Alzheimer’s Disease: Is There a Test?", 3-6.
71A. F. Jorm, "Subtypes of Alzheimer Dementia: A Conceptual Analysis and
Critical Review," Psychological Medicine 15 (1985): 543-553.
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person is usually disoriented in time and place. There is severe impairment in handling
problems, similarities, and differences. Social judgement is usually impaired.
Severe Dementia: At this stage, there is severe memory loss with only fragments
retained. The person is oriented only to self, and is unable to make judgements or solve
problems. With severe dementia, there is no ability to function outside of the home and
no significant functioning in the home outside of his/her own room. Much help is
required with personal care and the person is often incontinent.
Staff-Resident Interaction: Timko and Rodin advocate that "in order to affect
residents positively, nursing home staff-patient relationships should be made appropriate
to each individual as opposed to stereotypes of elderly people in general."72 Accepting
this challenge requires not only individualized treatment goals but careful consideration
of the communications used in processes which encourage the resident’s sense of efficacy
and positive engagement appears warranted.73
72C. Timko and J. Rodin, "Staff-Patient Relationships in Nursing Homes: Sources
of Conflict and Rehabilitation Potential," Rehabilitation Psychology 30 (1985): 106
73M. M. Baltes, "Environmental Factors in Dependency Among Nursing Home
Residents: A Social Ecology Analysis," in Basic Processes in Helping Relationships, ed.
T. A. Willis (New York: Academic Press, Inc., 1982), 405-425.
CHAPTER III
METHODOLOGY
The purpose of this study was to examine nursing staffs’ perception of
institutional factors which influence staff-resident interactions, the circumstances under
which staff-resident initiate and engage in one-on-one interactions, knowledge
development of staff and the process by which staff develop means of interacting with
residents.
Research Methodology
Methods outlined for this study represent an amalgam of research techniques
based upon the drawing from observation, interviews, and day-to-day routine operations
(hereby referred to as qualitative methods). One vital issue in research is the
appropriateness of match between the research questions and design. In this study, initial
exploration was dictated by a curiosity between nursing staff and Alzheimer’s residents
in the nursing home setting. This curiosity gave rise to three general questions:
1. What occurs in a one-on-one relationship between nursing staff and residents
experiencing Alzheimer’s disease?
2. What approaches promote or inhibit one-on-one interaction with the resident?
3. What factors does the institution influence interactions between nursing staff
and residents?
Samnle Selection and Size
For this study, an attempt was made to provide a balanced profile of nursing
home types throughout the Metropolitan Atlanta area. Several of the facilities are
proprietary and two are non-profit. All are located in an urban area. Staff ratios and
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training are similar, since they are based on the State of Georgia statutes. The nursing
homes vary in bed size to compensate for the diverse superstructure of nursing homes
in the Metropolitan Atlanta area.
A random sampling of 87 nursing staff constituted a reasonably representative
sample of the primary caregiver to senile dementia patients of the Alzheimer’s type. It
is important to note that all nursing staff employees that were willing volunteers
participated in this study.
Research Design and Data Collection Strategy
The perceptional questionnaire was based on a Likert-type answer format. The
instrument consists of 37 questions and takes approximately 10 minutes to complete.
In order to obtain the perceptions of the nursing staff, Palmore’s Facts on Aging
Quiz was combined with four questions from the Alzheimer’s Disease Knowledge Test and
eight questions designed to determine perceptional changes toward patients with
Alzheimer’s. The Facts on Aging Quiz was first published in August 1977, and there
have been over 25 studies involving over 3,351 people since publication.1 There are
several possibilities for this quiz, according to Palmore. Primarily, it is used as an
indirect measure of bias toward the aged.2 David L. Klemmack conducted a study on
the Palmore Facts on Aging Quiz to determine if the scores can better be explained as
lE. Palmore, "Facts on Aging: A Review of Findings," The Gerontologist 20
(1981): 669-672.
2E. Palmore, "Facts on Aging: A Short Quiz," The Gerontologist 17 (1977): 315-
320.
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a negative image of older people rather than knowledge about older people.3 Klemmack
stated, "Although Palmore’s study index does not appear to measure the level of
information on aging, when know was marked, it was recorded as an incorrect answer.4
Data Analysis
This study utilized the correlational analysis, with a confidence interval of .05.
Nie described correlational analysis as follows: "Correlation analysis provides the
researcher with a technique for measuring the linear relationship between two variables
and produces a single summary statistic describing the strength of the association; this
statistic is known as the correlation coefficient.5
In the present study, the Pearson product-moment correlation coefficient was used
to determine the degree of relationship between the variables in the aforementioned
hypotheses. Correlation coefficients range from +1.0 to-1.0. A coefficient of +1.0
indicates a perfect positive correlation, and a coefficient of -1.0 indicates a perfect
negative correlation between two variables. A zero, however, indicates the absence of
any relationship between the variables.
3D. L. Klemmack, "Comment: An Examination of Palmore’s Facts on Aging
Quiz," The Gerontologist 18 (1978): 403-406.
“Ibid.




The purpose of this study was to investigate the relationship between the level of
knowledge about Alzheimer’s disease and the personal feelings of nursing staff toward
Alzheimer’s patients. The instrument used to determine the relationship was a 36-item
questionnaire which used a Likert scaling procedure. The survey was administered to
participants in the Metropolitan Atlanta area in 1995. The study sought to answer the
following questions:
1. What occurs in a one-on-one relationship between nursing staff and residents
experiencing Alzheimer’s disease?
2. What approaches promote or inhibit one-on-one interaction with the resident?
3. What factors does the institution influence interactions between nursing staff
and residents?
Demographics
Surveys were administered to participants to respond to demographic items:
nursing assistant, licensed practical nurse (LPN), registered nurse (RN), sex, ethnicity,
education, shift, work history and marital status. A total of 100 participants were asked
to respond. The total number of completed surveys returned was 87.
The demographic traits of the sample population are reported in Table 1. An
analysis of the data for the sample population will be discussed.
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Table 1.-Demographic Profile of Nursing Staff
MARITAL STATUS:
Married - 46% Single - 52.9% No Answer -1.1%
WAGE EARNER STATUS:
Primary Wage Earner - 63.2%
GENDER:
Female - 75.9% Male - 14.9% No Answer - 9.2%
ETHNICITY:
Black - 49.4% Caucasian - 26.4% Other - 0




Mean - Years of Education =13.7
GROUP STATUS:
RNs - LPNs - 42.5% Nursing Assistants - 57.5%
The data presented in Table 1 establish a profile of the nursing staff and their
demographics. The data references parental status, gender, wage earner status, ethnicity,
and educational background. As shown in Table 1, 63.2% are primary wage earners.
The participants had a mean education level of 13 years, 7 months of schooling (29.9%).
This level of education is somewhat higher than the average reported by the American
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Federation of State. County and Municipal Employees, AFL-CIO (AFSCME) for both
licensed nurses and nursing assistants in America.
The female respondents represented 75.9%of the total participants; 49.4% are
Black, 26.5% Caucasian, 14.9% Hispanic and 4.6% are Asian. Non-respondents
represented 4.6%. The preponderance of women in this sample and the high number of
minority nursing staff and nursing assistants correspond with the national average
presented in the 1988 report, that 90% of the nation’s nursing staff and nursing assistants
are women and 38% are minorities.
Given the fact that 63.2% of the respondents are primary wage earners and 52.9%
are single parents, it is not unexpected that most of the nursing staff would find their
profession rewarding and want to remain in nursing.
Table 2 reveals that 91.4% of the nursing staff reported that they wish to remain
in nursing. In this study the day and evening shift respondents were almost equal in
number and the night shift was just slightly less than the day by seven (7) respondents.
Table 2 also illustrates the high percentage of nursing staff who said they want to remain
in nursing, reported on the day shift, followed by the evening shift. The night shift
(86.2%) was surprising since the night shift staff has more autonomy during their hour
of duty than the day and evening shifts due to the absence of administrative staff, which
allows for greater freedom in decision making related to patient care. This shift typically
gets the patient up in the morning and starts the patient’s morning care (dressing,
feeding, toileting); thus, there is more time for one-on-one relationship between nursing
staff and residents.
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Table 2.-Percentage of Responses to Question, "I Would Like to Remain in Nursing”










Don’t know 5.94 7.28 .01 6.61
Yes 97.4 90.5 86.2 91.4
No 18.6 6.3 2.1 9.0
N = 87 85 80
The analysis of the attitude questions shows that early reward or positive attitudes
responses toward Alzheimer’s patients are essentially the same as those attitudes held
presently.
The highest correlation readings in Table 3 are present positive attitude toward
giving care and 1st week Alzheimer’s patient took up time better spent with more alert
patients.
As shown in Table 4, the percentage of nursing staff who disagree or strongly
disagree that Alzheimer’s patients take up too much of their time is 1.2%, while 32.2%
agree. In the first week of working with Alzheimer’s patients, 1.1% disagree with the
Statement and 33.3% agree indicating that Alzheimer’s patients receive too much time
in terms of nursing care. All in all, responses to this item on the questionnaire showed
the majority of nursing staff favorably agree toward their dementia-type patients, and
very little differences in response existed when they compared how they first regarded
their patients to how they presently feel. Thus, the hypothesis, which predicted there is
Table 3
Comparing Initial Attitudes with Current Attitudes by Questions No. 30-37
Question Group N M Stand. Def. DF T Value
30. In my first several weeks as a
nursing assistant, I found working 1
with dementia (Alzheimer’s) type 2
patients rewarding.
31. Presently, as a nursing assistant I find
working with dementia (Alzheimer’s) 1
type patients rewarding. 2
32. In my first several weeks as a nursing
assistant I found dementia (Alzheimer’s) 1
type patients difficult to provide care for. 2
33. Presently, I find dementia (Alzheimer’s)
type patients difficult to provide care 1
for. 2
34. In my first several weeks as a nursing
assistant, I had a positive attitude toward 1
giving care to dementia (Alzheimer’s) 2
type patients.
12 4.2500 .866 74 -.63
64 4.4063 .771 74 -.63
12 4.1667 .718 74 -1.10
64 4.3906 .633 74 -1.10
12 4.2500 .622 74 -.35
64 4.3438 .877 74 -.35
12 4.1667 .718 74 -.55
64 4.3281 .960 74 -.55
12 4.3333 .651 74 -.12




Question Group N M Stand. Def. DF T Value
35. Presently, I have a positive attitude
toward giving care to dementia 1 12 4.2500 .754 74 -.81
(Alzheimer’s) type patients. 2 64 4.4219 .662 74 -.81
In my first several weeks as a nursing
assistant, I felt that dementia 1 12 4.1667 .577 74 -.81
(Alzheimer’s) type patients took up time
better spent with more alert patients.
2 64 4.3906 .919 74 -.81
Presently, I feel that dementia (Alzheimer’s)
type patients take up time better spent with 1 12 4.4167 .515 74 -.20
more alert patients. 2 64 4.4688 .854 74 -.20
p = .05
Group: 1 = Nursing Assistant; 2 = LPN - RN
Table 4
Likert Scaling of Attitude Questions No. 30-37
Question Response F Percentage Total Cases
30. In my first several weeks as Strongly Disagree 2 2.3
a nursing assistant, I found Disagree 8 9.2
working with dementia Undecided 28 32.2 4.398 73
(Alzheimer’s) type patients Agree 45 51.7
rewarding. Strongly Agree 4 4.6
31. Presently, as a nursing Strongly Disagree 0 0.0
assistant I find working Disagree 0 0.0
with dementia (Alzheimer’s) Undecided 7 8.0 4.386 83
type patients rewarding. Agree 37 42.5
Strongly Agree 39 44.8
32. In my first several weeks as Strongly Disagree 1 1.1
a nursing assistant I found Disagree 2 2.3
dementia (Alzheimer’s) type Undecided 7 8.0 4.349 83
patients difficult to care for. Agree 30 34.5
Strongly Agree 43 49.4
33. Presently, I find dementia Strongly Disagree 1 1.1
(Alzheimer’s) type patients Disagree 5 5.7
difficult to provide care for. Undecided 3 3.4 4.349 83
Agree 29 33.3
Strongly Agree 45 51.7
Table 4-Continued
Question Response F Percentage M% Total Cases
34. In my first several weeks as Strongly Disagree 1 1.1
a nursing assistant, I had a Disagree 6 6.9
positive attitude toward giving; Undecided 37 42.5 4.373 83
care to dementia (Alzheimer’s) Agree 39 44.8
type patients. Strongly Agree 4 4.6
35. Presently, I have a positive Strongly Disagree 0 0.0
attitude toward giving care Disagree 8 9.2
to dementia (Alzheimer’s) Undecided 34 39.1 4.398 83
type patients. Agree 41 47.1
Strongly Agree 4 4.6
36. In my first several weeks as Strongly Disagree 1 1.1
a nursing assistant, I felt that Disagree 3 3.4
dementia (Alzheimer’s) type Undecided 5 5.7 4.386 83
patients took up time better Agree 28 32.2
spent with more alert Strongly Agree 46 52.9
patients.
37. Presently, I feel that Strongly Disagree 1 1.1
dementia (Alzheimer’s) type Disagree 2 2.3
patients take up time better Undecided 3 3.4 4.458 83
spent with more alert patients. Agree 29 33.3
Strongly Agree 48 55.2
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no statistical relationship between the nursing staff knowledge and the Alzheimer’s
patient in the nursing home setting was not supported.
In Table 3 the next highest results were in the comparison of questionnaire items
that describe working with Alzheimer’s patients as being rewarding, either in the first
weeks of work or currently. Again, the analysis showed a highly significant relationship
toward Alzheimer’s patients and later attitudes, which describe their present feelings
about these patients.
Table 4 shows that 2.3% strongly disagree, 9.2% disagree, while 51.7% agree
that in their first week working, they found Alzheimer’s patients rewarding. However,
current attitudes show 44.8% strongly agree that Alzheimer’s patients are rewarding to
work with, while 8.0% were undecided or did not know how they should respond to the
question.
The remaining correlation results as shown in Tables 3 and 4 are in the same
direction. It is clear that the nursing staffs responses to the questions measuring positive
attitudes toward the Alzheimer’s patients and the questions measuring negative or
"difficult to provide care for" attitudes (items #32-33 and 34-35, respectively) were
essentially highly correlated, from the first weeks on the job to the present.
The results of the correlation comparing interaction skills, institutional influence
interactions between the nursing staff and the Alzheimer’s patient shows no significant
relation at the .05 alpha level.
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Summary
The purpose of this study was to probe for answers and insight into the
relationship between the level of knowledge about Alzheimer’s and the personal feelings
of nursing staff toward Alzheimer’s patients. The data indicated that there is no
significant relationship between knowledge of nursing staff and Alzheimer’s patients and
personal feelings of nursing staff toward Alzheimer’s patients. Thus, the hypothesis was
rejected.
CHAPTER V
SUMMARY, FINDINGS, CONCLUSION, IMPLICATIONS
AND RECOMMENDATIONS
This chapter summarizes the descriptive study of the relationship between the
level of knowledge about Alzheimer’s disease and the personal feelings of nursing staff
toward Alzheimer’s patients.
The null hypothesis in this study stated that there would be no significant
relationship in the level of knowledge about Alzheimer’s disease and the personal feelings
of nursing staff toward Alzheimer’s patients. This study was able to support the
hypothesis.
Limitations of the Study
The sample for this study was limited to 87 nursing staff. It should be noted that
the study explored a very large topic with a small set of data to generalize the findings
to the total Alzheimer’s population. This study was limited to five nursing homes in the
Metropolitan Atlanta area which is composed of thirteen different cities. Also, the
geographic distribution of the population is not representative of a true cross-section of
the population in the state of Georgia.
Imnlicatinns for Social Work Practice
Social workers are expected to address the psychosocial needs of residents in
nursing home settings. As social workers apply the person-environment perspective to
the resident with Alzheimer’s disease, it becomes clear that this population requires
special consideration by nursing home social workers for at least two reasons. First,
Alzheimer’s disease seriously impairs the individual’s thought processes and
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communication skills. As a result, the resident with Alzheimer’s disease has limited
ability to advocate for his/her own needs. The social worker, therefore, is challenged
to act as a surrogate in assuring that the nursing home setting addresses the individual
resident’s needs. Furthermore, the very nature of the nursing home inhibits
individualized, therapeutic care. The person-environment perspective and respect for
individual uniqueness, both critical components of the social worker’s view, give nursing
home social workers a distinctive outlook. The social work role involves professional
assessment and action which examines institutional influences and promotes
individualized care, incorporating strengths and competencies of each resident.
Secondly, nursing home social workers or social service designees prepare social
histories and contribute to care plans. Much of their work is fundamental to effective
interaction of other staff with residents of Alzheimer’s disease. In fact, the ability of
nursing home staff to utilize a model for effective interaction hinges directly upon the
social worker’s role. In order for other nursing home staff to become knowledgeable
about the individual resident, it is incumbent upon the social work representative to
assure thorough assessment. Since it appears that information about the resident’s
history, family, likes, dislikes and behavior patterns may emerge and alter over time, the
social worker should update social history periodically.
Social workers, with their tradition of focus on the person-environment
transaction, bring a unique perspective which can benefit educational efforts in nursing
home settings. The knowledge and skills which trained social workers possess make
them well-qualified to contribute to informal and formal training efforts. Social workers
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may contribute informally by modeling effective interactions with residents for other
staff. In addition, because of the knowledge developed about individual residents as a
result of their responsibilities, social workers could contribute effectively to educational
efforts which promote more positive practical explanation related to Alzheimer’s disease.
Direction of Future Research
Certainly, limitations of the study deserve consideration in terms of their
implications for further research. Additional research is needed in the area of developing
process measures to help evaluate how long-term care is provided. Few tools exist to
help researchers measure how programs provide services. The ability to measure the
process of care is a necessary component for successful program evaluation for
Alzheimer’s patients.
To date, most of the research on Alzheimer’s disease and dementia care have been
descriptive in nature, with confusing and sometimes contradictory results. Some
researchers have suggested that the difficulty in understanding and applying the results
of studies has occurred because there is little or no consistency across studies in terms
measured, used or the populations sampled. Perhaps a larger problem is that we have
few theories about dementia care, and thus have no context in which to interpret results.
Until we identify what we ideally want for people with Alzheimer’s and their caregivers,




Alzheimer’s disease is one of the nation’s leading chronic diseases which most
negatively impacts individuals as they age. Chronic disease is serious and complex with
no clear strategy to aid in a cure.
This investigation, most importantly, expands theoretical understanding related
to person-environment transactions for nursing home residents with Alzheimer’s disease.
The research added understanding to an area which has not been studied extensively:
one-on-one interaction between nursing home staff and residents experiencing
Alzheimer’s. Critical reflection on interaction and current practices bolsters the ability
of each person concerned with Alzheimer’s to improve quality of care for this population







The questionnaire consists of two sections. The first section asks you for some general
background information. The second section asks you to answer questions on the aged
in general and is in a TRUE/FALSE/DON’T KNOW format. The part on Alzheimer’s
disease is in multiple choice format. A portion of the second section asks you to
compare your feelings now to those you had when you first started as a nursing assistant.
The answers to the questions (Nos. 30-37) are listed as:
5 4 3 2 1 ? (I do not know.)
5 means that you strongly agree with the statement.
4 means that you agree with the statement.
3 means that you are undecided about the statement.
2 means that you disagree with the statement.
1 means that you strongly disagree with the statement.
? (I do not know) means that you do not understand the question.
PLEASE CIRCLE THE ANSWER THAT BEST DESCRIBES HOW YOU FEEL
ABOUT EACH STATEMENT.
At the end of the questionnaire is a section where you may add any comments that you
feel may assist in the study. Please feel comfortable in having the freedom to say what
you wish.
The questionnaire should take approximately ten minutes to complete.
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Part I
Sex M F Ethnicity - Black Hispanic
Asian Caucasian
Age Other
Education - ft of years
Which shift do you work? 7:00 a.m. - 3:00 p.m.
3:00 p.m. - 11:00 p.m.
11:00 p.m. - 7:00 a.m.
Other
How long have you been working as a nursing assistant?
years months
Circle answer:
Yes No Are you married?
Yes No Are you a single parent?
Yes No Do you need child day care?
Yes No Are you the primary wage earner in your family?
Yes No I would like to remain in nursing.
Yes No I would like more input in patient care matters.
Yes No I learned most of my job from nursing assistants after completing
nursing assistant training.
Yes No I would like to have more advancement opportunity.
Yes No My assignments often prevent me from getting to know my
patients as well as I would like to know them.
Yes No Being a nursing assistant makes me feel happy.
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Part II
Please note: The "aged" and "old people" are defined as those over age 65.
(Please circle your answers.)
True
1. The majority of old people are
senile (i.e., defective memory,
disoriented or demented). T
2. All five sense tend to decline in
old age. T
3. Most old people have no interest
in, or capacity for, sexual relations. T
4. Lung capacity tends to decline in
old age. T
5. The majority of old people feel
miserable most of the time. T
6. Physical strength tends to decline
in old age. T
7. At least one-tenth of the aged are
living in long-stay institutions
(i.e., nursing homes, mental
hospitals, homes for the aged,
etc.). T
8. Aged drivers have fewer
accidents per driver than drivers
under age 65. T
9 . Most older workers cannot work
as effectively as younger workers. T
10. About 80% of the aged are healthy














True False Don’t Know
11. Most old people are set in their
ways and unable to change. T F ?
12. Old people usually take longer
to learn something new. T F ?
13. It is almost impossible for most
old people to learn something new. T F ?
14. The reaction time of most old
people tends to be slower than the
reaction time of younger people. T F 7
15. In general, most old people are
pretty much alike. T F ?
16. The majority of old people report
that they are seldom bored. T F 7
17. The majority of old people are
socially isolated and lonely. T F 7
18. Older workers have fewer
accidents than younger workers. T F ?
19. Over 15% of the U. S.
population are now age 65 or over. T F 7
20. Most medical practitioners tend to
give low priority to the aged. T F 7
21. The majority of older people have
incomes below the poverty level (as
defined by the Federal Government). T F ?
22. The majority of old people are
working or would like to have some
type of work to do (including house¬
work and volunteer work). T F 7
True False Don't Know
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23. Older people tend to become more
religious as they age. T F
24. The majority of old people report
that they are seldom irritated or
angry. T F
25. The health and socio-economic
status of older people (compared
to younger people) in the year 2000
will probably be worse or about the
same as that of today’s older people. T F
26. The cause of Alzheimer’s disease is:
a. old age




27. Which procedure is required to
confirm the diagnosis of Alzheimer’s
disease?
a. autopsy









d. all of the above
e. don’t know
29.Which is always present in
Alzheimer’s disease?
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a. loss of memory
b. loss of memory, incontinence
c. loss of memory, incontinence, hallucinations
d. none of the above
e. don’t know.
The following questions are based on your personal feelings. Please circle the answer
that best describes how you feel about each statement.
SA A U D SD DK30.In my first several weeks as a
nursing assistant, I found working
with dementia (Alzheimer’s) type
patients rewarding. 5 4 3 2 131.Presently, as a nursing assistant I
find working with dementia
(Alzheimer’s) type patients
rewarding. 5 4 3 2 1 932.In my first several weeks as a
nursing assistant I found dementia
(Alzheimer’s) type patients difficult
to provide care for. 5 4 3 2 133.Presently, I find dementia
(Alzheimer’s) type patients difficult
to provide care for. 5 4 3 2 1 934.In my first several weeks as a
nursing assistant, I had a positive
attitude toward giving care to
dementia (Alzheimer’s) type
patients. 5 4 3 2 135.Presently, I have a positive attitude
toward giving care to dementia
(Alzheimer’s) type patients. 5 4 3 2 1 9
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SA A U D SD DK
36. In my first several weeks as a nursing
assistant, I felt that dementia
(Alzheimer’s) type patients took up
time better spent with more alert
patients. 5 4 3 2 1 ?
37. Presently, I feel that dementia
(Alzheimer’s) type patients take up
time better spent with more alert
patients. 5 4 3 2 1 ?
SA = Strongly Agree; A = Agree; U = Undecided; D = Disagree;
SD = Strongly Disagree; DK = Don’t Know





550 Mitchell Street, SW
Atlanta, GA 30314
Dear (Staff Member’s Name):
I invite you to participate in a research study to be conducted in cooperation with
Clark Atlanta University (CAU) School of Social Work. This study is related to my
thesis at the University. The CAU School of Social Work supports the practice of
protection for human beings participating in research.
This study is designed to examine the interaction between nursing home staff and
residents with Alzheimer’s disease. Specifically, I am interested in examining patterns
in one-on-one interactions to see if certain approaches appear to be the result in positive
interactions than others for the resident and staff.
I am committed to protecting your confidentiality and dignity. Confidentiality will
be protected within legal limits. Names will not be used in any research reports, nor will
the nursing home setting’s name be used.
I am hopeful that this research will contribute to our knowledge about psychosocial
treatment of Alzheimer’s disease. Findings from this study could lead to improving the
quality of care for individuals with Alzheimer’s disease and the work environment for
staff in nursing homes. Your agreement to participate in this study is solicited, although
strictly voluntary.
If you would like additional information concerning this study before or after it is
complete, please feel free to contact me by phone or mail. A copy of this consent will








I, , grant my permission to be included
in a study of resident-staff interaction at . I
(Nursing home’s name)
understand that Ms. Meredith L. Ellis will be at the nursing home conducting observa¬
tions for this study. I have read the information on the study procedures.
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